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C o0 Initial Comments C 000

Report of Complaint Survey by Dennis Harrell on
6-1-2018.

Records indicate that this facility was first
licensed on 6-1-1968, for 44 residents. Based on
this information, we are reguiring the facility to
meet the 1967 Edition of the North Carolina State
Building Code, the 1671 Rules for the Licensing
of Adult Care Homes, and the applicable portions
of the 2005 Regulations for Adult Care Homes of
- Seven or More Beds.

The complaint alleged poor environmental
" conditions due to scot accumulation at a fireplace |
with gas logs. i

The complaint was substantiated and deficiencles
were cited that will reguire a plan of correction.
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SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0306 HOUSEKEEPING AND o - ,L)LU] @J{i‘ﬂ—b
FURNISHINGS W E

{a) Adult sare homes shal!:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

{2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;
{e) This Rule shall apply to new and existing
facilities.

This Rule is nof met as evidenced by:

Based on observation, there was a significant
accumulation of soct on the walls, ceiling and
fixtures in the left half of the living room.
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Continued From page 1
Unvented & Portable Elec. Heaters Prohibited

| SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F 0311 OTHER
REQUIREMENTS

- (b} There shall be a heating system sufficient to

maintain 75 degrees F (24 degrees C) under
winter design conditions. In addition, the
following shall apply to heaters and cooking
appliances,

(2) Unvented fuel burning reom heaters and
portable electric heaters are prohibited.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph ()
which shall nct apply to existing facilities.

This Rule is not met as evidenced by

Based on observation the facility failed tc adhere
to the prohibition on unvented fuel buming
heaters, Unvented heaters are a potential health

; hazard and as such could effect all occupants of
the facility.

Finding includes:
There was an unvented fireplace with gas logs in
the living room.
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